DEFINING THE SLIPPERY SLOPE
predominantly an emotive rhetorical device used by those who emphasize the distinction between active and passive euthanasia to imply that, were active euthanasia to be condoned, this would inevitably slide towards practices which everyone of reasonable goodwill would find abhorrent.
My correspondent added that 'this is justifiably described as a fantasy'. Also a non-medical geneticist in the Netherlands told me that 'your suggestion that the Dutch find themselves on the slippery slope which involves euthanasia without request is not supported by the facts'.
He added that 'non-voluntary euthanasia is not covered under the present rulings'. So just what is going on?
In the past, the debate about euthanasia was generally confined to terminally ill patients who were dying in Breat pain and who personally requested that life be terminated intentionally by a medically administered drug overdose. I suggest that these are the starting points against which any tendency to move down a slippery slope must be measured. Indeed, the report of a commission set up by the Dutch Government confirmed several years ago that non-voluntary euthanasia already occurs in the Netherlands't-". More
The 'inability to set secure limits' is often described as 'the slippery slope'. Indeed, it is precisely this which convinces many potential supporters of legalized euthanasia that euthanasia must never be legalized. Thus, in concluding that the ar~ments in favour of legalized euthanasia were not sufficient Ireason to weaken society's prohibition of \ intentional k'l l i ng, their Lordships said:
We do not think it is possible to set secure limits on voluntary euthanasia ... We took account of the present situation in the Netherlands; indeed some of us visited that country and talked to doctors, lawyers and others. We returned feeling uncomfortable, especially in the light of evidence indicating that non-voluntary euthanasia ... was commonly performed, admittedly in incompetent terminally ill patients. We also learned of one case in which voluntary euthanasia was accepted by both doctors and lawyers in a physically fit 50 year old woman alleged to be suffering from intolerable mental stress! .
We acknowledge that there are individual cases in which euthanasia may be seen by some to be appropriate. But individual cases cannot reasonably establish the foundation of a policy which would have such serious and widespread repercussions ... We believe that the issue of euthanasia is one in which the interest of the individual cannot be separated from the interest of society as a whole ... One reason for this conclusion is that we do not think it possible to set secure limits on voluntary euthanasia ... Weare also concerned that vulnerable people---the elderly, lonely, sick or distressed---would feel pressure, whether real or imagined, to request early dcatlr'. recently, it has claimed that in the majority of cases there is no explicit request by the patient''. Some might object to the Select Committee's reference to the physically fit 50-year-old woman because technically it was 'assisted suicide' rather than 'voluntary euthanasia'", Be that as it may, in the Netherlands the same legal constraints surround both practicesl''-1\, and from a moral perspective it is hard to see a significant difference between the two. The woman in question was suffering from morbid grief/ depression following divorce and the death of her two sons, one by suicide and the other from cancer. Advocates of voluntary euthanasia in this country need to say why they think a euthanasia statute would not have the same consequences here as the governmental decree in the Netherlands. My own view is that to claim that there is no likelihood of a slippery slope effect in relation to euthanasia can 'justifiably be described as a fantasy'.
A EUTHANASIA MENTALITY
It seems that one of the consequences of a euthanasia statute is a 'euthanasia mentality'. The following illustrative anecdotes all relate to the Netherlands-s-a country which I now visit several times a year as an invited teacher.
Case history: example 1
A patient with disseminated breast cancer had severe pain. Eventually, she was receiving more than 2 g of morphine a day but was still in pain. Several weeks previously, at an outpatient clinic, she had told the doctor that she would never choose euthanasia because of her beliefs. She was admitted one Saturday under the care of the same doctor and treated with intravenous midazolam and morphine. She became unconscious, so the dose of midazolam was decreased. She woke up and said she was free of pain. After a weekend on duty, the doctor went home on Monday morning. The patient died 30min later. Next day, a nurse told the weekend duty doctor that another doctor had ordered a 20-fold increase in the dose of morphine. Her family had been asked to leave the room, the order was given verbally and the doctor refused to confirm it in writing. When challenged by the weekend duty doctor, the second doctor replied 'It could have taken another week before she died: I just needed this bed'. I am aware that what the second doctor did is not excusable under current Dutch regulations, but I would suggest that it is far more likely to happen in a culture in which deliberate death acceleration has gained a foothold. After all, it is just a bit further down the slippery slope.
Case history: example 2
An old man was dying from disseminated lung cancer. His symptoms were well controlled and he asked if he could go and die at home. When his four children were told about his wish, they would not agree to take care of him. Even after repeated discussion, they refused. Instead, they pointed to their father's suffering and the need to finish things quickly 'in the name of humanity'. When the doctor refused, they threatened to sue him. As the patient insisted on going home, a social worker went to investigate. She discovered that the patient's house was empty and that every piece of furniture had been taken by the family.
I have also been told of a Dutch general practitioner (GP) who urged an unwilling patient to have euthanasia. To get away from such pressure, the woman engineered an inpatient admission while the GP was on holiday. On the GP's return, he visited the patient and urged her to return home so that she could have euthanasia.
Case history: example 3
An elderly husband was dying of cancer and he and his wife agreed that euthanasia was not an option they wanted. Visiting friends and neighbours, however, put subtle pressure on the couple by expressing surprise that the husband had not yet opted for euthanasia.
Abuse of the law
The Select Committee was right to conclude that it would be virtually impossible to ensure that all acts of euthanasia were truly voluntary and that any liberalization of the law could not be abused. Indeed, in the Netherlands, a confidential survey of GPs in the province of North Holland showed that in the late 1980s nearly 40% of all cases of euthanasia were not reported. The data indicated that most doctors reported euthanasia only when they were sure that they would not be prosecuted, i.e, when the official guidelines had been strictly adhered to 5 • In unreported cases, the reason for euthanasia was often 'unnecessary suffering' assessed by the doctor himself.
It is important, of course, not to slip into pejorative rhetoric such as 'Dutch doctors prefer to kill rather than to cure'. Dutch doctors, like doctors elsewhere, do their best in the circumstances in which they live and work, and with the knowledge they have. Unfortunately, knowledge about palliative care is still not widespread in the Netherlands-no matter what official spokesmen claim. Fortunately, there is now a growing interest in palliative care among health care professionals 12.
TOWARDS GREATER AUTONOMY
Doctors in the Netherlands involved in palliative care are often asked about euthanasia by newly referred patients. One doctor answers by explaining the now well-established means used by specialist palliative care services to achieve pain and symptom relief. Invariably patients reply (in effect), 'Yes doctor, that's what I want; not the needle-that's too quick'. Increasingly, therefore, terminally ill patients in the Netherlands are discovering that dying in agony and being killed do not exhaust the options available to them. I suggest that this is the best way to increase autonomy. With access to specialist palliative care the number of patients in the Netherlands who make truly informed, autonomous and persistent requests is likely to become 'vanishingly small' (Dunphy K, personal communication).
CONCLUSION
My experience in 25 years as a hospice doctor have reinforced my belief that when everything is taken into account-physical, psychological, social and spiritualeuthanasia is not the answer. This belief is enhanced by what I see happening in the Netherlands. However, lest it be thought that I have become hardened and indifferent to suffering let me add that, although firmly opposed to euthanasia, I consider that:
(i) a doctor who has never been tempted to kill a patient probably has had limited clinical experience or is not able to empathize with those who suffer (ii) a doctor who leaves a patient to suffer intolerably is morally more reprehensible than the doctor who performs euthanasia A doctor has twin obligations to preserve life and to relieve suffering. Preserving life is increasingly meaningless when a teIJ11inally ill patient is close to death, and the emphasis~relieving suffering becomes paramount. Even here, howevip, the doctor is obliged to achieve his objective with minimum risk to the patient's life. This meal}~that treatment to relieve pain and suffering which coincidentally might bring forward the moment of death by a few hours or days is acceptable (the principle of double effect), but administering a drug such as potassium or curare, with the primary inten~ion of causing death, is not.
